. The accessory cusp was situated between the right and left coronary cusp, the left coronary ostium was located in the middle of the left coronary cusp, and the right coronary ostium in the middle of the right coronary cusp. There was only mild central aortic insufficiency detected by colour flow mapping resulting from incomplete diastolic coaptation of the cusps.
Congenital abnormalities affecting the quadricuspid aortic valve (QAV) are very rare, far less common than unicuspid or bicuspid valve congenital abnormalities which have received considerable attention in recent years. ' Most cases of QAV have been discovered as an incidental finding at necropsy, during aortic valve replacement or aortic angiography.2A Cross sectional transthoracic or transoesophageal echocardiography are the preferred methods to detect this malformation.2 [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] [16] Case report A 38 year old woman (155 cm, 80 kg) with a 10 year history of arterial hypertension well controlled with ,B blockers and clonidine suffered sudden syncope, apnoea and documented bradycardia followed by cardiac arrest. She was successfully resuscitated at home after a latency period of 10 minutes. On admission the patient was deeply comatose. She was mechanically ventilated but intravenous analgesics and sedatives were not administered. The patient had a sinus tachycardia (120 beats/min) and blood pressure was 200/120 mm Hg. A 12-lead electrocardiogram showed no signs of acute myocardial infarction, however, there were signs of left ventricular hypertrophy-a positive Sokolow-Lyon index (S in Vl and R in V5 4-4 mV) and negative T waves in leads V4-V6. There was no significant elevation of aspartate aminotransferase, lactic dehydrogenase, or creatinine kinase on admission or during later serial measurements. Cardiac output measured by thermodilution was within the normal range (5-6 I/min) as were pulmonary artery wedge pressure (10 This case report and the review of the literature demonstrate that the QAV is a very rare, congenital anomaly of the aortic valve with an incidence between 0 003% and 0-013%. It may be found incidentally in an asymptomatic patient but is most often found in patients with aortic regurgitation. In the past, QAV was recognised at surgery or necropsy but now transthoracic and transoesophageal echocardiography play a pivotal role in diagnosing this rare valve malformation. Cross sectional echocardiography, colour flow Doppler and particularly the transoesophageal approach can easily assess the morphological and functional status of such a valve.
